Pierre Robin sequence (PRS) is a combination of micrognathia and glossoptosis that leads to airway obstruction, feeding problems, and potentially other sequelae that can complicate early life. Currently, therapy for these newborns and infants is focused on preventing fatality or complications until the jaw can grow sufficiently to correct airway obstruction and associated problems. 
I n 1923, a French physician described a set of facial abnormalities that led to obstruction of the upper airway. These included micrognathia (an undersized jaw) and glossoptosis (an abnormal posterior positioning of the tongue). 1 The physician, Pierre
Robin, MD, postulated that the abnormally small mandible led to the malpositioning of the tongue such that it occluded the upper airway, making it difficult to breathe.
Today, we recognize Pierre Robin sequence (PRS), also known as Pierre Robin syndrome, as micrognathia, glossoptosis, and obstruction of the airway, often accompanied by palatal abnormalities. [1] [2] [3] [4] [5] [6] [7] Because the positioning, size, shape, and orientation of the mandible aids in the positioning of the tongue, the micrognathia seen in PRS leads to a shorter floor of the mouth and is believed to be the cause of the posterior positioning of the tongue and suckling difficulty. 2, [4] [5] [6] [7] With airway obstruction as a key feature of PRS, often a newborn will present in the first few days of life with oxygen desaturation, apnea, and cyanosis. 4 Specifically, the airway obstruction hinders inspiration, leading to increased respiratory effort, in which the newborn must use the accessory inspiratory muscles, which can be detected on physical examination. [4] [5] [6] [7] Simple positional changes may provide some relief. For example, placing the newborn in a prone position may be helpful compared with the supine position, which further aggravates breathing. 2, 4, 7 Another life-threatening characteristic of PRS is that the tongue's position in the posterior pharynx makes it difficult for the newborn to breathe and eat at the same time. 2, [4] [5] [6] [7] Further complicating the problem is that the characteristic shape of the mandible as well as We present the case of a 15-day-old newborn who had difficulty breathing and suckling and latching. His diagnosis of PRS was successfully managed with osteopathic manipulative treatment (OMT).
Report of Case
A 15-day-old male newborn presented with limited suckling ability. The patient was born via spontaneous vaginal delivery at 38 weeks to a gravida 3, para 2 mother (2 term deliveries, 0 preterm deliveries, 0 abortions, 2 living children). The patient was in the breech position until a successful conversion was performed 24 hours before birth. Labor was induced with oxytocin, and the mother received epidural anesthesia during labor. Neither forceps nor a vacuum extractor was used during delivery. At birth, the newborn weighed 7 lb, 5 oz (3321 g), and his Apgar scores were 8 at 1 minute and 9 at 5 minutes.
In the family care unit, the patient became cyanotic;
he was noted to have nasal airway noise that indicated difficulty breathing and a small mandible. At that time, 
Conclusion
Wolff's law (Julius Wolff, MD) states that "bone under a mechanical load will modify its structure along the axes of force and stress." 9 Chamay and Tschantz 9 elaborated on that law, stating that intermittent forces placed on a bone activate and sustain osteogenic processes to a greater degree than a sustained force. 9 The mandible is greatly influenced throughout growth and development by Wolff's law. 10, 11 In the current case, the mandible and the muscles that allowed it to function, were manipulated to alter the forces that were placed on it. The third tenet of osteopathic medicine states that structure and function are reciprocally interrelated. 12 The current case depicted The goal of management and long-term treatment for the first 6 months to 1 year is to ensure the survival and health of the patient. 2, [5] [6] [7] This time should allow the mandible to grow sufficiently to allow the tongue to move anteriorly, clearing the airway and improving feeding. 2 
Conservative Management
Mild cases require a conservative approach, involving positional changes while sleeping and while feeding.
Sleeping and eating positions should be changed from supine to prone or lateral to minimize or prevent the desaturation events that can occur during these activities. 2, [4] [5] [6] If the positional change does not sufficiently prevent or minimize the desaturation events, a nasopharyngeal airway is placed to ensure that the patient receives sufficient oxygen. Nasogastric tube feeding is also used in mild cases of PRS in which the patient has feeding difficulty without airway obstruction and positional change does not help. 4 In patients who do not require surgery, OMT can be used. Cranial techniques in combination with other modalities of osteopathic manipulative medicine can help patients with PRS breathe easier and struggle less when feeding without the complications and side effects associated with surgery.
Surgical Management

Tongue-Lip Adhesion
If the tongue is the sole cause of airway obstruction, and conservative measures have failed, the patient may be a candidate for tongue-lip adhesion (TLA). In this procedure, the tongue is pulled forward, out of its posterior position in the laryngopharynx, and sutured to the bottom lip. 4 Once the mandible has grown sufficiently, at the age of 9 months to 1 year, the TLA can be re- 
